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A B S T R A C T
Objective: To develop a framework for evaluating and monitoring a primary health care service,
integrating hospital and community services.
Method: A targeted literature review of primary health service evaluation frameworks was performed to
inform the development of the framework speciﬁcally for remote communities. Key principles
underlying primary health care evaluation were determined and sentinel indicators developed to
operationalise the evaluation framework. This framework was then validated with key stakeholders.
Results: The framework includes Donabedian’s three seminal domains of structure, process and
outcomes to determine health service performance. These in turn are dependent on sustainability,
quality of patient care and the determinants of health to provide a comprehensive health service
evaluation framework. The principles underpinning primary health service evaluation were pertinent to
health services in remote contexts. Sentinel indicators were developed to ﬁt the demographic
characteristics and health needs of the population. Consultation with key stakeholders conﬁrmed that
the evaluation framework was applicable.
Conclusion: Data collected routinely by health services can be used to operationalise the proposed health
service evaluation framework. Use of an evaluation framework which links policy and health service
performance to health outcomes will assist health services to improve performance as part of a
continuous quality improvement cycle.
 2015 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Rural and remote communities in Australia are characterised by
poorer health outcomes compared with urban areas, this is at least
in part due to the large proportion of Aboriginal and Torres Strait
Islander people living outside of urban areas (Australian Institute
of Health and Welfare, 2012). Remote areas of Australia are
disproportionately populated by Aboriginal and Torres Strait
Islander people, Census data in 2011 showed that almost half
(45%) of all people in very remote areas and 16% in remote areas
were Aboriginal and Torres Strait Islander people compared with
3% Aboriginal and Torres Strait Islander people in the total
population (ABS, 2013a). Rural and remote Aboriginal populations
experience health inequities compared to the rest of Australians
(AIHW, 2010). The gap in the health of Aboriginal and Torres Strait* Corresponding author at: Flinders University & Charles Darwin University, A
Centre for Remote Health, Skinner St, Alice Springs 0870, NT, Australia.
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0149-7189/ 2015 The Authors. Published by Elsevier Ltd. This is an open access articl
4.0/).Islander people and non-Indigenous Australians is illustrated by
differences in life expectancy. Life expectancy at birth for
Aboriginal and Torres Strait Islander people in 2010–2012 was
73.7 years for females and 69.1 years for males, compared with
83.1 and 79.7 years for non-Indigenous females and males
respectively (ABS, 2013b).The challenge of how to improve these
health outcomes is considerable, particularly in remote Aboriginal
communities with decreased access to services and socioeconomic
disadvantage.
Integral to improving rural and remote health outcomes is the
provision of appropriate, accessible and effective health care
services relevant to the needs of communities. This requires a
mechanism to monitor and evaluate the impact of health services
on improving health outcomes for communities. However, there is
a paucity of rigorous studies showing the relationship between
models of health care in remote areas and health outcomes
(Rowley, O’Dea, & Anderson, 2008). The literature on primary
health service evaluation linkages to improvements in health
outcomes in remote Aboriginal communities has been limited
(Bailie, Si, O Donoghue, & Dowden 2007) until relatively recently
when there have been important and insightful publicationse under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/
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clinical outcomes addressing this gap (Panaretto et al., 2013;
Gardner et al., 2011; Bailie, Matthews, Brands, & Schierhout, 2013).
This paper goes a step further from traditional QI to link policy to
comprehensive health service evaluation using a logic model that
examines the system from all aspects; from policy, through to
inputs, outputs and outcomes including clinical, health beha-
vioural risk factors and population health. The use of a logic model
analysis deﬁnes conceptually the links between inputs, preceding
the outputs and the desired outcomes and includes the complex
and interactive contextual relationships that are important in
complex adaptive systems. The evaluation logic model describes
how the actions might produce the immediate outcome of interest
(Julnes & Rog, 2009) and is being increasingly used for case study
evaluations (Yin, 2000) and in studying theories of change (Mulroy
& Lauber, 2004). A companion paper (Reeve, Humphreys, Waker-
man, Carter, et al., 2015) demonstrates that the application of this
comprehensive systems approach has enabled the generation of
primary health care systems performance data and provided
empirical evidence of improvements, not only in quality of care
indicators but also improvements in health outcomes as called for
and described elegantly by Bailie et al. (2013).
This framework was developed because of the need for a
rigorous, integrated health service evaluation tool able to link
primary health care data collection with current hospital service
data collection and connect them to national health performance
indicators and national policy.
This paper describes the development of a comprehensive
evaluation framework which takes into account the distinctive
demographics and health needs of a population living in a remote
area during the integration of the hospital and community based
health services. The objective of this paper is to describe an
evaluation and monitoring framework that enables changes in the
model of service delivery to be tracked through changes in process
indicators and the resultant health outcomes for the population.Fig. 1. Fitzroy valleyUsing the key principles of primary health care evaluation, it
describes how relevant sentinel indicators were developed and
corroborated in a remote community in north-west Western
Australia.
2. Setting
The Fitzroy Valley is located in the Kimberley region of
Western Australia and covers an area of around
30 000 km2. There are 44 Aboriginal communities with a
population of approximately 3500 people. Fitzroy Crossing is
the largest community with a population of approximately 1500,
69% of whom identify as Aboriginal (Morphy, 2010). Services are
provided to both Aboriginal (80%) and non-Aboriginal residents.
The regional hospital is located in Broome 396 km away, while
the tertiary referral hospital is in Perth 2567 km away making it
one of the most remote and isolated regions in Australia (see Fig.
1).
Health services are provided by a formal partnership between
Fitzroy Valley Health Service (both hospital and community
services) and Nindilingarri Cultural Health Services (Reeve,
Humphreys, Wakerman, Carroll, et al., 2015) have provided a
detailed description of this health service model. The partnership
model enables the provision of comprehensive primary health
care, from health promotion and environmental health services
provided by Nindilingarri Culture Health Services through to
hospital inpatient and visiting specialists’ services at the Fitzroy
Valley Hospital. The physical hub for these health services is
located in Fitzroy Crossing, where all health service partners are
co-located, with outreach provided to outlying communities.
3. Methods
Mixed methods were used for the development of the
framework. First, relevant literature around primary health care communities.
Fig. 2. Health service evaluation framework.
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controlled health services were reviewed including a targeted
literature review of primary health service evaluation frame-
works in Australia and overseas. This included both keyword
searching using electronic databases and ‘snowballing’ based on
the sentinel papers that emerged (including both peer-reviewed
literature and ‘grey’ literature such as government reports and
health service documents). Based on this review of the literature
the research team developed and drafted a conceptual framework
against which the change process and sustainability could be
analysed.
Second, local information was collected through in-depth
interviews conducted with key stake-holders and focus groups.
Data were grouped thematically and to provide research rigour, the
transcripts were independently analysed by two investigators,
anomalies were discussed and resolved. Quantitative data (health
service utilisation, workforce numbers and composition and health
service availability) were also collected from the health services,using annual reports and the report functions in the electronic
medical record. Five stake-holder interviews and four focus groups
(one in Broome and three in Fitzroy Crossing) were completed.
Focus groups comprised health service providers (ten people),
health governing council (14 people) and community members
associated with the development of the partnership (six people).
The focus group and interview analysis identiﬁed several key
themes as crucial to the success of the change process. The results
of these two processes are described in previous publications
(Carroll, Reeve, Humphreys, Wakerman, & Carter, 2015; Reeve,
Humphreys, Wakerman, Carroll, et al., 2015).
Finally, the evaluation framework was presented and discussed
at a series of workshops with key stakeholders, including health
service providers, policymakers and community members for
input and modiﬁcation. The aim of these workshops was to provide
a forum for feedback, agreement was reached through discussion
and consensus achieved by the group around which indicators
were relevant and workable based on their experience. There was
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health service partnership and conﬁrmed its utility as a tool for
evaluating health service performance in the Fitzroy Valley taking
into account the remote context.
Ethics approval was provided by the Kimberley Aboriginal
Health Planning Forum Research Subcommittee, the Western
Australian Indigenous Ethics Council and the Western Australian
Country Health Service (WACHS) Ethics Committee.
4. Results
4.1. The framework
The key principles of primary health service evaluation were
adopted from two seminal pieces of work—Donabedian’s (1988)
quality of care paradigm linking structure, process and outcomes
using program evaluation theory and Starﬁeld’s (2005) identiﬁ-
cation of key features of quality primary health care to reduce
disparities in health outcomes in vulnerable populations. The
requirements underpinning performance assessment in primary
health care developed by Sibthorpe (2004) using the Australian
National Health Performance Framework (National Health
Performance Authority, 2012) provided indicators appropriate
for the Australian context. This approach combines the two key
principles of health performance improvement; external ac-
countability and internal quality improvement (Freeman, 2002).
Given the paucity of literature on comprehensive primary health
service evaluation in remote communities, the PHC service
evaluation framework (the ‘Elmore framework’) developed by
Tham et al. (2010) provided a basis for modiﬁcation to a remote
context. Tham et al. (2010) used work from the Canadian
Institute for Health Information (2006) and the National Health
Performance Committee in Australia to identify sentinel indica-
tors for health service performance, sustainability and quality of
care in rural areas.
The modiﬁed framework developed by the research team for
the Fitzroy Valley used the same three domains but divided them
into two tiers; service performance and essential requirements for
sustainability and improved health outcomes based on work by
Wakerman and Humphreys (2011). The inclusion of health
outcomes and determinants of health illustrates their dependent
relationships and inﬂuence on health system performance
and reﬂect the National Health Performance Framework. In the
modiﬁed framework, Fig. 2, essential requirements for health
service sustainability need to be addressed before the health
service can achieve its outcomes and these can be monitored by
measuring the performance of the structure. In a similar way
utilisation performance monitoring leads to improved outcomes but
is dependent on the quality of care provided. Ultimately the health
outcomes of the community are dependent on the socioeconomic
determinants of health and the extent to which these can be
addressed at a community level will determine the long term health
outcomes. This requires the fundamental enablement of strong local
community leadership and readiness for change empowered by
supportive Commonwealth and State policy.
4.2. The Indicators
The national health performance indicators were developed in
2008 by the Australian Institute of Health and Welfare (AIHW,
2008) to develop performance indicators to cover the entire health
and aged care system comprehensively. The development of these
indicators was commissioned by the Council of Australian
Governments and by the National Health and Hospitals Reform
Commission in order to measure progress against the reform
agenda. In the development of our framework we selected keyhospital, primary care and public health indicators which were the
most relevant to our context and achievable based on current data
sets. Due to the high proportion of Aboriginal people using the
health services (80%) more detailed performance indicators were
selected by including National Key Performance Indicators for
Aboriginal and Torres Strait Islander primary health care (nKPIs)
(Australian Institute of Health and Welfare, 2014). The nKPIs build
on an extensive foundation of primary health care performance
data and quality improvement methods across northern Australia;
including the Australian Primary Care Collaboratives (Robinson,
d’Abbs, Togni, & Bailie, 2003), the Audit and Best Practice for
Chronic Disease program (Gardner, Dowden, Togn, & Bailie, 2010),
the Northern Territory Aboriginal Health Key Performance
Indicators project, (Northern Territory Department of Health: NT
Aboriginal Health Key Performance Indicators, 2009), the Queens-
land Aboriginal and Islander Health Council Health Information
System (Queensland Aboriginal and Islander Health Council, 2011),
and the Healthy for Life program. These nKPIs focus on chronic
disease risk factors, prevention and management, and maternal
and child health with the objective of closing the gap in life
expectancy between Aboriginal and Torres Strait Islander people
and non-Indigenous Australians and halving the gap in child
mortality by 2018.
The service performance indicators were divided into two
tables in order to monitor the structural (Table 1) and process
(Table 2) domains. A service performance outcome table (Table 3)
was added to evaluate health outcomes, based on the National
Health Performance Framework and indicators from Australia’s
Health (Australian Institute of Health and Welfare, 2010) to enable
external benchmarking and consistency with other evaluation
frameworks.
The sustainability indicators or essential service requirements
remained largely unchanged from the Elmore framework, with
some minor contextual modiﬁcations (Table 4). Quality indica-
tors (Table 5) were expanded due to the largely Aboriginal
population to align with the Northern Territory Key Performance
Indicators (NTKPI) (Northern Territory Department of Health,
2009), the National Framework for Aboriginal and Torres
Strait Islander life cycle (Department of Health and Aging,
2006) and National Indigenous Primary Health Care Key
Performance Indicators (IPHCKPI) (Australian Institute of Health
and Welfare, 2014).
The ﬁve tables comprising the modiﬁed framework are
described below while the indicators for the sixth component
Determinants of Health use routinely collected national data and
are listed in Fig. 2.
The key components of accessibility, appropriateness, effec-
tiveness, responsiveness, continuity and efﬁciency are consistent
with international health service quality indicators and national
health performance indicators but have been separated into
structural and process components. These structural components
of health service performance contain the indicators required to
ensure the health service structure facilitates optimal health
service utilisation required to achieve the desired health outcomes.
Key changes when compared with the Elmore framework include
combining after hours and emergency access, as the hospital
emergency department is the sole after hours service provider;
bulk billing, service location and repeat prescriptions do not apply
to this context, where there is no private practice.
Table 2 was added to measure health service activity and
utilisation and take into account inpatient and outpatient hospital
services. It provides information about access, appropriateness and
effectiveness of health service activity and reﬂects quality of care.
Process data relating to health service usage and activity assist
with service planning and provides key information for modifying
service delivery in order to improve health outcomes for the
Table 1
Health service performance—structure domain.
Component Reason for selection Service description
Accessible Geographic proximity to enable access of emergency and
primary care health services for remote communities
Availability of community health care clinics and emergency services in
communities by location of health services and hours they are staffed
Appropriate Core primary health care service availability through targeted
programs based upon burden of disease and community needs









Effective Preventive health service availability Number and location of primary health staff for health promotion and
disease prevention programs
Responsive Culturally acceptable respectful care that responds to
community input and patient experience to promote
community empowerment
Patient satisfaction with services.
Proportion of Aboriginal staff
Community engagement with health service decision making documented in
formal minutes
Patient feedback on their health care experience by survey and complaints
systems
Continuous Provision of co-ordinated care across life stages
Integrated multidisciplinary care with other providers
Proportion of all providers using the single shared electronic medical record
Number of chronic disease and team care plans
Recall system usage and proportion of recall appointments attended
Efﬁcient Cost effective use of resources to achieve desired results Description of electronic medical records usage
Total incentive payments for preventive care achieved per year
Number of successful health service activity claims per year
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data to be used in a quality improvement cycle as part of annual
strategic planning and service evaluation.
Table 2 data highlight the importance of structure in achieving
process indicators and provides the linkage leading to improved
health outcomes. It includes expanded health service activity as
the Elmore framework did not contain hospital activity. The key
indicators for appropriateness and effectiveness have beenTable 2
Annual health service activity performance—process domain.
Component Reason for selection 
Accessible To demonstrate accessibility to health care for
emergency, admitted hospital care and primary
health care
Appropriate Comprehensive primary health care that is
appropriate to health needs of the community
Effective Service reach of primary care and prevention
Improved primary health care services to
decrease avoidable mortality
Decrease avoidable use of acute services
Responsive To provide respectful care and respond to
patient experience and promote community
empowerment
Continuous Provision of co-ordinated care across life stages 
Efﬁcient Cost effective use of resources to achieve
desired results
Proportion of funding used for primary health
care servicesadapted to match the demographics of the population and the
availability of routinely collected data. They are based on the
NTKPIs and the IPHCKPIs.
Table 3 monitors health outcomes to guide service provision
and planning for improvement and better community health
outcomes. The indicators were derived from the National Health
Performance Framework to facilitate external benchmarking and
comparisons with other locations.Indicator
Number of emergency department visits per year
Number of hospital separations per year
Number of visits to outpatients and primary care per year
Number of visits to allied health services per year
Number of visits to community clinics per year
Number of health professional visits to communities per year
Number of attendances to primary health programs per year
Number of health checks per year
Number of antenatal clinic attendances per year
Annual child health screening coverage (%)
Annual school health screening coverage (%)
Number of individuals seen at least once the preceding 12 months
Number of male occasions of service per year
Proportion of primary care activity (primary care attendances/total number of
occasions of service per year)
Vaccination coverage (%)
Number of preventable hospitalisations by category (acute, vaccine related
and chronic condition admissions)
Average length of hospital stay (in days)
Number of unplanned readmissions to hospital within 28 days of last
separation
Number of acute emergency transfers to another centre per year
Proportion of Indigenous community attendances (% of total attendances)
Attendance at routine booked appointments (%)
Number of chronic disease care plans for each calendar year
Number of team care arrangements (TCA) per year
Number of follow up appointments and recall appointments attended each
year






Annual health service activity performance—outcome domain.
Component Reason for selection Indicator
Mortality Mortality rates are key health outcome measures Annual mortality rate for population
Morbidity Burden of disease as prevalence or incidence of disease per year
are another key performance measure and essential for service
delivery planning
These are calculated using the patient diagnostic categories in
the electronic medical record
Incidence of selected cancers by year
Prevalence of type 2 diabetes in adults over 15 years
Prevalence of end-stage kidney disease in adults over 15 years
Prevalence of cardiovascular disease in adults over 15 years
Prevalence of chronic obstructive airway disease in adults over 15 years
Risk factors Bio-medical risk factors for disease, early identiﬁcation and
management improves health outcomes, reduces health
inequalities and need for health care
Health outcome indicator but heavily inﬂuence by
socioeconomic and other health determinants
BMI data for those over 15 years
Smoking and alcohol use for those over 15 yea
Health behaviours Health behaviours that impact upon health outcomes Proportion of community residents who are regular clients (have visited the
health service 3 or more times in the preceding 12 months)
Cervical screening coverage (% women aged 20–69 years)
Annual birth rate for women aged < 20 years
Breast screening coverage (% women aged 50-69 years)
Well being Holistic health outcome reﬂecting self assessment of well being
not just the absence of illness. National data collection using
current national self reported survey (the Kessler Psychological
Distress Scale (K10) for those aged 18 years and over Proportion
of people aged >18 years selecting a scale from low to very high
for psychological distress and control over life. http://www.abs.
gov.au/ausstats/abs@.nsf/Lookup/4364.0.55.
003Chapter1102011-2012
Low, moderate, high or very high psychological distress
National data collection using current national self reported survey (the
Kessler Psychological Distress Scale (K10) for those aged 18 years and over.
Proportion of people aged >18 years selecting a scale from low to very high
for psychological distress
Self reported levels of control
National data collection using current national self-reported survey for
those aged 18 years and over. Proportion of people aged >18 years selecting
Strongly agreed or agreed with the statement that they had control over
decisions that affect their life (internal locus of control). https://
www.health.qld.gov.au/epidemiology/documents/srhs11-mh.pdf
Self assessed health—poor, fair, good, very good or excellent. http://www.
abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30Mar+2010
Self reported health conditions selected from list provided in national
survey
Equity Benchmarking against national indicators as an indication of
equity
Comparative Indigenous Primary Health Care Key Performance Indicators
(IPHCKPI)—Fitzroy Valley compare to WA and national indicators
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service requirements to ensure the sustainability required for good
health service performance. Service sustainability indicators are
largely consistent with the Elmore framework, with additional
emphasis on health workforce sustainability due to its vital role in
remote areas. The key indicators of staff proﬁle, vocational
registration and retention measures were retained.
The indicators relating to linkages were also less applicable as
there is largely a single service provider using integrated medicalTable 4
Essential Requirements for sustainability—structural domain.
Component Reason for selection 
Workforce—appropriate Demonstrate that workforce is adequate in volum
appropriate in distribution
Workforce—sustainability Staff retention per year
Staff stability per year
Linkages
Referral pathways
Co-ordination of care across providers
Specialist access
Infrastructure Infrastructure and ICT need to be adequate for nee
appropriate to function
Ability to share electronic data to promote co-ord
ongoing care
Sufﬁcient staff housing
Funding Funding needs to be appropriate, sustainable and a
community needs
Incentive programs to support primary health care a
programs in remote areas
Governance, management
and leadership
Demonstrate commitment to appropriate health c
adaptability and implementation of change in resp
needsrecords to which visiting services have access. Availability of IT
services and even basic internet connection is still a critical issue
which is being resolved. The proportion of funding from various
streams is included, but as a government funded service with no
private co-payments, indicators were modiﬁed accordingly.
Governance, management and leadership categories remained
unchanged from the Elmore framework.
The Elmore service quality indicators were expanded to include
chronic disease and antenatal care indicators due to theirIndicators and service requirements
e and Staff proﬁle matches community needs
Vocational registration type
Percentage of staff retained in a ﬁnancial year
Mean length of service expressed in months
Returning locum and agency staff numbers
Documents—Memorandum of understanding
Number of health providers using integrated electronic
record per year
Number of referrals per year
Number of telehealth consultations per year
Number of specialist consultations per year
ds and
ination of
IT– internet access by location and connection speed
Description of ICT integration across systems and providers




Proportion of primary care funding (primary care/total)




Description of governance structure
Number of meetings per year
Table 5
Annual quality of care—process domain.
Component Reason for selection Indicator
Antenatal care Importance in long term health outcome
National Indigenous Primary Health care Indicators
Number of 1st trimester antenatal visit before 12 weeks
Number and proportion of antenatal visits before 20 weeks
Number of premature deliveries (24–36 wk)
Number of birth weight result <2500 g
Number of birth weight result >4000 g
Diabetes (type 2) in
people aged greater
than 15 years
Best practice care indicators for improved outcomes
ACR—albuimin creatinine ratio in urine test
ACE—angiotensin converting enzyme
ARB—angiotensin receptor blocker
Number of patients with type 2 diabetes identiﬁed
Proportion of eligible patients with a chronic disease care plan
Number and proportion of type 2 diabetics with HbA1c measured in the last
6 months
Number and proportion of type 2 diabetics with HbA1c 7 achieved in the
last 6 months
Number and proportion of type 2 diabetics with HbA1c 8 achieved in the
last 6 months
Number and proportion of type 2 diabetics with BP 130/80 achieved in the
last 6 months
Number and proportion of type 2 diabetics with ACR measured in the past
12 months
Number and proportion of type 2 diabetics on ACE or ARB
Number and proportion of diabetes annual cycle of care completed per year
Renal disease—end stage
kidney disease
Best practice care indicators for improved outcomes Number of patients on renal register
Number of patients with blood pressure 130/80
Number and proportion of patients with renal disease with eGFR measured
in the last year
Number and proportion of patients with renal disease on an ACE or ABR
Cardiovascular disease Best practice care indicators for improved outcomes
for patients diagnosed with any type
of cardiovascular disease
Number and proportion of patients diagnosed with renal disease on register
Number and proportion of renal patients with care plan
Number and proportion of patients with BP130/80
Number and proportion of patients with Cholesterol 4
Number and proportion of patients on ACE or ARB
Number and proportion of patients who do not smoke
Chronic obstructive
pulmonary disease
Best practice care indicators for improved outcomes
for patients diagnosed with any type of chronic
obstructive pulmonary disease
Number of patients on register by year
Number and proportion of patients who do not smoke
Number and proportion of patients who are Ex smokers
Number and proportion of patients who have had spirometry in the last year
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Aboriginal primary health are based on the NTAHKPIs and are
consistent with the new National Indigenous Primary Health Care
Key Performance Indicators (Australian Institute of Health and
Welfare, 2014).
These quality indicators are foundational to achieving service
performance and monitoring is essential to guide health service
delivery and planning as a continuous quality improvement tool to
drive health service improvement and better community health
outcomes.
The socio-economic determinants of health are pivotal due to
their direct and indirect impacts on health outcomes and their
role in health inequity. The indicators have been taken from the
National Health Performance Framework to reﬂect how the
community level socioeconomic determinants affect individual
health behaviour and wellbeing. The importance and impact of the
determinants of health are so marked they can largely overshadow
the efforts made by the health service and therefore must be
addressed at a community and national level to improve health
outcomes. The health service does not collect these data, so
routinely collected ABS and Health Department data were selected.
5. Discussion
In a context of ﬁnancial constraints and high burden of disease
it is essential to maximise resources and the potential of health
services to meet the needs of the community in a sustainable
manner. There are no other comprehensive evaluation frameworks
combing hospital services with primary health care services that
we are aware of and this framework meets the need for an
integrated framework that is ﬁt for purpose using currently
collected data linked to national indicators. It also highlights theinterrelated nature of primary health care and hospital services
and their impact on each other.
The key primary health care evaluation principles are applica-
ble to other contexts and the indicators can be successfully
modiﬁed for purpose, based on the demographics and health needs
of the population using local tacit knowledge and expertise to
ensure ﬂexibility and adaption to the context. The modiﬁcation of
the Elmore framework to a remote Aboriginal community provides
an appropriate framework for evaluating health service perfor-
mance, particularly in the many remote areas where small district
hospitals and primary health care services are the sole providers.
This enables comprehensive information to be fed back to health
providers and the community as part of regular planning cycles.
Many health services are based on historical service provision
focused on acute episodic care. An integrated evaluation frame-
work enables health services to make informed decisions to modify
service provision in response to community needs in order to
improve health outcomes for their communities.
We encourage further research to test this framework in other
situations to add to the limited body of knowledge and understand-
ing about contextualised, effective, sustainable primary health care
services and their impact on community health outcomes.
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